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Summary

Objective Consultants employed by the NHS in England are allowed to
undertake private practice to supplement their NHS income. Until the
introduction of a new contract from October 2003, those employed on
full-time contracts were allowed to earn private incomes no greater than 10%
of their NHS income. In this paper we investigate the magnitude and
determinants of consultants’ NHS and private incomes.

Design Quantitative analysis of financial data.

Setting A unique, anonymized, non-disclosive dataset derived from tax
returns for a sample of 24,407 consultants (92.3% of the total) in England for
the financial year 2003/4.

Main outcome methods The conditional mean total, NHS and private
incomes earned by age group, type of contract, specialty and region of place
of work.

Results The mean annual total, NHS and private incomes across all
consultants in 2003/4 were £110,773, £76,628 and £34,144, respectively.
Incomes varied by age, type of contract, specialty and region of place of
work.The ratio of mean private to NHS income for consultants employed on
a full-time contract was 0.26.The mean private income across specialties
ranged from £5,144 (for paediatric neurology) to £142,723 (plastic surgery).
There was a positive association between mean private income and NHS
waiting lists across specialties.

Conclusions Consultants employed on full-time contracts on average
exceeded the limits on private income stipulated by the 10% rule. Specialty is
a more important determinant of income than the region in which the
consultant works. Further work is required to explore the association
between mean private income and waiting lists.
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Introduction

Until the introduction of a new contract from Octo-
ber 2003, consultants working in the National
Health Service in England were paid a fixed NHS
salary. Bonus payments in the form of distinction
awards and discretionary points were used to
reward excellence in clinical practice, research,
teaching, contributions to health policy and man-
agement. Consultants with a full-time NHS con-
tract were allowed to undertake private practice,
but were limited to earning a private income no
higher than 10% of their NHS income – the
so-called ‘10% rule’. Those employed on part-time
contracts, including the ‘maximum part-time’ con-
tract where consultants receive ten-elevenths of a
full-time salary, were allowed to undertake unlim-
ited private practice.

Concerns were expressed with this system by
the House of Commons Health Select Committee1

in terms of:

(1) The complexity of and lack of transparency in
the contractual arrangements

(2) The wide variation in the amount of NHS
work undertaken by consultants

(3) The inadequate use of job plans and the lack
of a rigorous appraisal system

(4) The large number of NHS work commitments
not being met

(5) The lack of accurate and independent data on
consultants’ NHS and private activity

(6) The potential for conflicts of interest arising
from private practice.

With respect to the last item, the Health Select
Committee identified three potential problems.
First, that ‘lucrative private practice can tempt con-
sultants away from their NHS work to the extent
where they fail to meet their contractual obliga-
tions to the NHS’. Second, that ‘NHS consultants
who work in the private sector have perverse
incentives to keep their NHS waiting times high in
order that that demand for private work is stimu-
lated.’ Third, that the system is inequitable because
‘patients able to pay for their treatment privately
can queue-jump patients on the NHS, irrespective
of their comparative clinical needs.’1

The Health Select Committee’s recommenda-
tions with respect to private practice included inter
alia systematic collection of activity data for con-
sultants working in the NHS and the private sec-
tor, more rigorous monitoring of the 10% rule for
full-timers, and a ‘long term objective that consult-
ants in the NHS should not undertake private
practice.’1

After prolonged negotiations a new consultant
contract was introduced in England from Novem-
ber 2003. In many circumstances pay increases
under the new contract were backdated, in some
cases back to April 2003.2 The new contract applies
to all new consultants and to existing consultants
who chose to accept it. Under the new contract
there is no restriction on private income, but
undertaking private practice at the expense of
NHS work can affect pay progression. Addition-
ally, underpinning the new contract is a code of
conduct on private practice which sets out stan-
dards for best practice in managing private and
NHS work.3 The purpose of the code is to encour-
age openness and transparency with respect to
private sector commitments, and consultants are
required to disclose details of their private prac-
tice. It has been argued that financial incentives
with respect to private practice have changed little
under the new contract.4

In view of the concerns expressed about poten-
tial conflicts of interest between NHS work and
private practice, we investigated consultants’ NHS
and private activity. Since direct measures of
activity (e.g. hours) are not available,1 we focused
instead on NHS and private incomes; our aim in
this paper is to examine the magnitude and vari-
ation of these. The analysis is undertaken using a
unique, anonymized, non-disclosive dataset on
consultants’ income derived from tax returns held
at Her Majesty’s Revenue and Customs (HMRC).
Our analysis has four components. First, we calcu-
late the total income earned by consultants in Eng-
land and disaggregate this into NHS income and
private income. Second, we calculate the ratio of
private income to NHS income and examine this
with respect to the 10% rule. Third, we investigate
the determinants of NHS and private income and
see how these vary by age, contractual status, spe-
cialty and region of place of work. Fourth, we
examine the association between private income
and NHS waiting lists.

Methods

Data and variables

Our main data source is a dataset of consultants’
annual income based on anonymized, non-
disclosive data derived from tax returns for the
financial year 2003/4 held by HMRC. The dataset
includes hospital consultants and those working
outside of hospitals, including consultants in pub-
lic health medicine and dental public health and
those working in community health services.
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These data were linked to the 2003 NHS Medical
and Dental Workforce Census held at the Infor-
mation Centre for Health and Social Care5,6 by
HMRC statisticians to produce an anonymized,
non-disclosive dataset for statistical analysis con-
taining the following individual level variables:

+ Total schedule E income (employment income,
defined as the total amount of schedule E
income from all sources for a doctor,
comprising pay plus expenses plus benefits
plus taxable lump sums minus expenses)

+ Total schedule D income (self-employed income,
defined as the total amount of schedule D
income from all sources for a doctor, comprising
net business profits for tax purposes)

+ Total income (defined as total schedule E
income plus total schedule D income)

+ Age band (%40 years, 40–44 years, 45–49
years, 50–54 years, 55–59 years, R60 years)

+ Contractual status (full-time, part-time,
maximum part-time). Part-time is defined as
being contracted for up to nine-elevenths of
full-time plus allowed to do unlimited private
practice; maximum part-time is defined as
being contracted for ten-elevenths of full-time
plus allowed to do unlimited private practice

+ Pay scale
+ Specialty description
+ Specialty group number and description
+ Government Office Region code and name of

place of work
+ Strategic Health Authority (SHA) code and

name of place of NHS employment.

Access to the anonymized dataset was granted
by statisticians at HMRC at the request of the
Department of Health on behalf of the researchers,
who were required to sign and comply with offi-
cial agreements on data security. The dataset was
held by statisticians in HMRC and was analysed in
their offices. The researchers were not allowed to
take away the data or any results that would have
identified individual consultants. Also, access was
restricted; the researchers are unable to return to
the dataset, with the result that further interroga-
tions of the data are not possible.

The assembled dataset contains anonymized,
non-disclosive data for 24,407 consultants in Eng-
land. According to the 2003 NHS Medical and
Dental Workforce Census there were 28,750 con-
sultants employed in England at 30 September
2003.5,6 Excluding those employed on honorary
contracts (2139) and fixed-term consultants (179)
gives a total of 26,432 consultants; our sample com-
prises 92.3% of this total. There were 2025 (7.7%)

missing observations: 852 (3.2%) consultants were
in the 2003 NHS Medical and Dental Workforce
Census but could not be traced by statisticians at
HMRC; 100 (0.4%) were excluded due to incom-
plete geographical data in the 2003 NHS Medical
and Dental Workforce Census; 671 (2.5%) did not
have a self-assessment tax return for 2003/4 at the
time the dataset was created; 92 (0.3%) reported
earning some Schedule D income but no Schedule
E income; 132 (0.5%) reported earning schedule D
income where the accounting period was missing
or was not equal to 12 months; 16 (0.1%) reported
earning schedule D income where the accounting
period ended before or after the financial year
2003/4; and 162 (0.6%) had inconsistencies in the
data recorded, so according to the normal practice
of HMRC statisticians their data were excluded.
Analyses are based on raw sample data; no adjust-
ments have been made to reflect missing observa-
tions.

All consultants in the dataset were included in
the 2003 NHS Medical and Dental Workforce Cen-
sus, and were therefore employed by the NHS. We
therefore defined schedule E (i.e. employment)
income as ‘NHS income’. Note this includes dis-
tinction awards and discretionary points. Schedule
D (i.e. self-employed) income is defined as ‘private
income’. Note that private income may include
income that is unrelated to medical service. Private
income is assumed to have been earned in the SHA
of place of NHS employment.

Data on waiting lists by specialty and by SHA
were taken from provider-based hospital waiting
lists in England in 2003/4 quarter four, obtained
from the KH07 quarterly return submitted to the
Department of Health by NHS Trusts.7 These data
include those waiting to be admitted to NHS hos-
pitals in England as either a day case or as an
ordinary admission. The figures used were for the
number of patients waiting for three or more
months.

Analysis

Using anonymized, non-disclosive individual
level data for each consultant, we computed the
conditional mean income earned by consultants in
each age group, employed on each type of con-
tract, and working in each specialty and each SHA
of place of work. This gives the mean income for
each group (e.g. each age group), conditional on all
the other factors (e.g. controlling for type of con-
tract, specialty and SHA). The calculations were
based on three separate regression models regress-
ing each of the three types of income (total income,
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NHS income, private income) against age group,
type of contract, specialty and SHA of place of
NHS employment (see the online Appendix for
further details). We included in the analysis, but
do not report figures for, specialties in which there
are fewer than 30 observations.

We related private income to waiting lists by
plotting the mean number of patients per consult-
ant waiting three or more months for a day case or
ordinary admission against the conditional mean
private income per consultant in each specialty
and in each SHA. We assess the strength of the
associations using Kendall’s �b.8

Results

The mean total income across all consultants in
England in 2003/4 was £110,773. The mean NHS
income was £76,628 and the mean private income
was £34,144. The ratio of mean private income to
mean NHS income was 0.45. Summary statistics
for all the variables in the dataset are in Table A1 in
the Appendix, which is available in full online.

Unconditional mean incomes by age group,
contractual status, specialty and SHA of place

of NHS employment are in Table A2 in the
Appendix. The regression results used to compute
conditional mean income are in Table A3 in the
Appendix. Total, NHS and private incomes vary
by age group, contractual status, specialty and
SHA of place of work. The explanatory variables
explain 24–27% of the variation in the income
measures.

Conditional mean income by age group is
shown in Table 1. The relationship between age
and income is inverse U-shaped, with the highest
mean total income earned in the 50–54 year group
(£120,548), the highest mean NHS income earned
in the 55–59 year group (£85,003), and the mean
highest private income earned in the 45–49 year
group (£38,200). Private income is a larger pro-
portion of total income at younger ages, which
may reflect an age effect and/or a cohort effect.

Table 2 shows conditional mean income by type
of contract. Unsurprisingly, NHS income is
highest among those contracted to work full-time.
Maximum part-timers earn the highest total
income and the highest private income. The ratio
of mean private income to NHS income was 0.26
for full-timers, which is greater than the level
stipulated by the 10% rule. Relative to full-timers,

Table 1

Conditional mean income by age group

Age group Total income NHS income Private income Ratio* Number of consultants

Under 40 years £93,770 £65,944 £27,826 0.42 4,754
40–44 years £108,921 £73,860 £35,060 0.47 5,823
45–49 years £117,391 £79,191 £38,200 0.48 5,365
50–54 years £120,548 £82,497 £38,051 0.46 4,058
55–59 years £118,187 £85,003 £33,184 0.39 3,074
60 years or over £106,002 £79,329 £26,674 0.34 1,333
Minimum £93,770 £65,944 £26,674 0.34 1,333
Maximum £120,548 £85,003 £38,200 0.48 5,823

The figures are conditional on type of contract, specialty and SHA of place of NHS employment.
* Ratio of conditional mean private income to conditional mean NHS income.

Table 2

Conditional mean income by type of contract

Contractual status Total income NHS income Private income Ratio* Number of consultants

Full-time £101,986 £80,718 £21,268 0.26 14,754
Part-time £102,014 £59,535 £42,478 0.71 3,849
Maximum part-time £138,918 £77,567 £61,351 0.79 5,804
Minimum £101,986 £59,535 £21,268 0.26 3,849
Maximum £138,918 £80,718 £61,351 0.79 14,754

The figures are conditional on age group, specialty and SHA of place of NHS employment.
* Ratio of conditional mean private income to conditional mean NHS income.
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those working maximum part-time have signifi-
cantly higher total and private income and signifi-
cantly lower NHS income. The total income of
part-timers is not significantly different from
that earned by full-timers, but this is due to

significantly lower NHS income counterbalanced
by significantly higher private income.

Conditional mean incomes by specialty are in
Table 3. Mean total income ranges from £76,074
(paediatric neurology) to £217,727 (plastic sur-
gery), a difference of £141,653. Conditional mean
NHS income ranges from £58,231 (dental public
health) to £94,760 (cardiothoracic surgery). Plastic
surgery is the specialty with the highest private
income (£142,723) and the highest ratio of private
income to NHS income (1.90); the specialty with
the lowest values is paediatric neurology (£5,144;
0.07). Other specialties in which mean private
income is greater than or equal to mean NHS
income are trauma and orthopaedic surgery and
neurosurgery. The range of conditional mean pri-
vate income across specialties is £137,579, which is
over three times the range of conditional mean
NHS income (£36,529).

Table 4 shows conditional mean incomes by
SHA of place of NHS employment. Conditional on
the other variables in the regression model, total
income is highest in Essex (£132,226) and lowest in
South West London (£98,580). NHS income is
highest in Trent (£81,995) and lowest in Northum-
berland, Tyne and Wear (£70,302). Private income
is highest in Essex (£56,221) and lowest in South
Yorkshire (£20,178). The range of conditional mean
private income across SHAs is over three times the
range of conditional mean NHS income (£36,044
versus £11,692). The range of NHS and private
incomes across specialties is greater than the range
across SHAs.

The figures plot the mean number of patients
per consultant waiting three or more months in
each specialty ( Figure 1) and in each SHA ( Figure
2) by conditional mean private income per con-
sultant. The data used to plot the figures are in
Tables A4 and A5 in the Appendix. There is a
positive correlation between waiting lists and
private income across specialties (Kendall’s �b =
0.4930, P<0.0001), which is driven mainly by the
specialties named in Figure 1. There is no signifi-
cant association between waiting lists and private
income by SHA of NHS employment (Kendall’s �b

= −0.0423, P=0.7670).

Discussion

In this study we found that the average consultant
in England earned a total income of £110,773 in
2003/4. Sixty nine percent of this (£76,628) was
NHS income and 31% (£34,144) was private
income. The ratio of private income to NHS

Figure 1

Scatterplot of mean numbers of patients per consultant waiting

three or more months for a hospital admission in each specialty by

conditional mean private income per consultant in each specialty

Figure 2

Scatterplot of mean numbers of patients per consultant waiting

three or more months for a hospital admission in each SHA of

place of NHS employment by conditional mean private income per

consultant in each SHA
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Table 3

Conditional mean income by specialty, sorted by ratio of private income to NHS income

Specialty Total income NHS income Private income Ratio* Number of consultants

Plastic surgery £217,727 £75,004 £142,723 1.90 179
Trauma and orthopaedic surgery £177,915 £74,157 £103,759 1.40 1,253
Neurosurgery £158,093 £78,893 £79,199 1.00 136
Otolaryngology £153,378 £77,286 £76,091 0.98 438
Cardiology £143,227 £78,726 £64,501 0.82 543
Ophthalmology £137,964 £78,904 £59,060 0.75 676
Dermatology £126,733 £72,787 £53,946 0.74 353
Medical oncology £128,805 £75,676 £53,128 0.70 121
Clinical oncology £124,496 £74,359 £50,137 0.67 302
General surgery £128,541 £79,486 £49,055 0.62 1,338
Gastroenterology £123,290 £76,878 £46,411 0.60 527
Urology £125,664 £79,901 £45,763 0.57 425
Cardiothoracic surgery £142,435 £94,760 £47,675 0.50 187
Neurology £114,077 £76,165 £37,912 0.50 277
Obstetrics and Gynaecology £110,517 £74,376 £36,142 0.49 1,161
Oral and maxillo-facial surgery £114,993 £78,474 £36,519 0.47 215
Clinical radiology £113,450 £78,606 £34,844 0.44 1,626
Orthodontics £101,995 £71,570 £30,425 0.43 150
Clinical neurophysiology £101,717 £71,407 £30,310 0.42 69
Restorative dentistry £96,717 £69,088 £27,629 0.40 47
Dental Public Health £80,668 £58,231 £22,437 0.39 37
Respiratory medicine £104,962 £76,732 £28,229 0.37 475
Histopathology £105,993 £78,399 £27,593 0.35 846
Anaesthetics £104,277 £77,756 £26,520 0.34 3,748
Rheumatology £99,195 £74,747 £24,448 0.33 369
Accident and emergency medicine £101,113 £77,137 £23,976 0.31 517
Community Health Service Medicine £76,178 £59,562 £16,615 0.28 144
Rehabilitation medicine £86,502 £68,932 £17,570 0.25 105
Forensic psychiatry £109,109 £87,890 £21,219 0.24 191
Renal medicine £100,149 £81,011 £19,138 0.24 237
Paediatric cardiology £109,323 £88,574 £20,749 0.23 44
Infectious diseases £97,808 £79,300 £18,507 0.23 39
Endocrinology and diabetes mellitus £92,673 £76,782 £15,891 0.21 388
Public health medicine £80,659 £66,427 £14,232 0.21 500
Geriatric medicine £90,405 £75,139 £15,266 0.20 803
Haematology £93,242 £77,815 £15,427 0.20 456
General psychiatry £94,774 £79,299 £15,475 0.20 1,497
Other £78,858 £65,996 £12,862 0.19 68
Chemical pathology £88,607 £75,027 £13,581 0.18 128
Immunology £89,937 £76,173 £13,763 0.18 35
Nuclear medicine £86,938 £73,830 £13,108 0.18 35
Paediatric surgery £93,770 £79,706 £14,063 0.18 86
Child and adolescent psychiatry £85,039 £73,294 £11,745 0.16 433
Paediatrics £84,464 £72,819 £11,645 0.16 1,441
Intensive care medicine £98,445 £85,038 £13,407 0.16 53
Occupational medicine £76,838 £66,411 £10,427 0.16 67
Med microbiology and virology £87,334 £75,642 £11,693 0.15 337
Audiological medicine £80,697 £69,947 £10,751 0.15 36
Old age psychiatry £93,920 £81,697 £12,222 0.15 369
Psychiatry of learning disabilities £94,816 £82,477 £12,339 0.15 181
Palliative medicine £79,896 £69,852 £10,044 0.14 138
Psychotherapy £80,698 £70,720 £9,978 0.14 92
Genito-urinary medicine £81,823 £74,111 £7,712 0.10 254
Clinical genetics £76,652 £70,088 £6,564 0.09 77
Paediatric neurology £76,074 £70,930 £5,144 0.07 30
Minimum £76,074 £58,231 £5,144 0.1 30
Maximum £217,727 £94,760 £142,723 1.9 3,748

The figures are conditional on age group, type of contract and SHA of place of NHS employment. Figures are not reported
for the following specialties, for which there are fewer than 30 observations: additional dental specialties; allergy; blood
transfusion; clinical cytogenetics and molecular biology; clinical pharmacology and therapeutics; clinical physiology;
community health service dental; general (internal) medicine; medical ophthalmology; oral surgery; paediatric dentistry;
periodontics; prosthodontics; tropical medicine.
* Ratio of conditional mean private income to conditional mean NHS income.
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income across all consultants was 0.45. For those
employed on a full-time contract it was 0.26. This
exceeds the limit stipulated by the 10% rule, and
appears to endorse concerns raised by the Health
Select Committee about the poor enforcement of
this rule.

This finding echoes the results of earlier
research. A survey conducted by the Monopolies
and Mergers Commission in 1993 showed that
some consultants spent substantial amounts of
time each week undertaking private practice:
around 60% of consultants undertook private
practice alongside their NHS work; around 80% of
these spent between 5 and 15 hours per week in
private practice, 10% worked for 15–19 hours and
10% worked for more than 20 hours per week.9

Evidence presented by the King’s Fund to the

Health Select Committee10 reported median
Schedule E and Schedule D incomes for full-time
and maximum part-time consultants in 1993/4
based on Inland Revenue data. The evidence
showed that on average full-time consultants
exceeded the 10% rule. The King’s Fund reported
that ‘[t]he data for full-time consultants show that
many of them must have been earning more than
the allowed 10 per cent over and above their NHS
incomes: that is, they were breaking the terms of
their contracts. The data for maximum part-time
consultants show that they are undertaking an
amount of work that almost doubles their incomes,
as they are allowed to do.’

The finding that the 10% rule has been
breached has resonance in other areas of doctors’
pay. For instance, since 2003 general practices in

Table 4

Conditional mean income by SHA of place of NHS employment, sorted by ratio of private income to NHS income

SHA Total income NHS income Private income Ratio* Number of consultants

Cheshire and Merseyside £131,659 £75,630 £56,030 0.74 1,297
Essex £132,226 £76,005 £56,221 0.74 552
County Durham andTees Valley £124,735 £73,772 £50,963 0.69 614
Shropshire and Staffordshire £119,290 £71,384 £47,907 0.67 610
North West London £118,843 £73,021 £45,822 0.63 1,028
Birmingham andThe Black Country £116,901 £72,290 £44,611 0.62 1,308
Bedfordshire and Hertfordshire £118,096 £74,880 £43,216 0.58 545
Cumbria and Lancashire £119,013 £75,464 £43,549 0.58 793
Northumberland,Tyne and Wear £109,788 £70,302 £39,486 0.56 912
Dorset and Somerset £114,396 £75,543 £38,853 0.51 505
North and EastYorkshire and Northern

Lincs
£110,445 £75,929 £34,517 0.45 637

Thames Valley £106,075 £72,987 £33,087 0.45 953
Avon, Gloucestershire and Wiltshire £106,641 £74,195 £32,446 0.44 964
South East London £106,266 £74,400 £31,866 0.43 995
Leicestershire, Northamptonshire and

Rutland
£110,989 £78,331 £32,658 0.42 617

South West Peninsula £102,429 £73,827 £28,602 0.39 757
North East London £111,569 £81,749 £29,820 0.36 711
West Midlands South £105,396 £77,413 £27,984 0.36 680
North Central London £106,003 £77,863 £28,140 0.36 1,044
Surrey and Sussex £103,711 £77,426 £26,285 0.34 1,172
Kent and Medway £106,769 £80,011 £26,758 0.33 583
WestYorkshire £102,263 £77,290 £24,974 0.32 1,156
South West London £98,580 £74,665 £23,915 0.32 704
Trent £104,590 £81,995 £22,596 0.28 1,082
Hampshire and Isle of Wight £102,154 £81,050 £21,104 0.26 818
Greater Manchester £102,399 £81,801 £20,598 0.25 1,468
Norfolk, Suffolk and Cambridgeshire £102,254 £81,694 £20,560 0.25 1,093
SouthYorkshire £101,578 £81,400 £20,178 0.25 809
Minimum £98,580 £70,302 £20,178 0.25 505
Maximum £132,226 £81,995 £56,221 0.74 1,468

The figures are conditional on age group, type of contract and specialty.
* Ratio of conditional mean private income to conditional mean NHS income.
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the UK have had their pay determined in part by
the quality of the care they provide, based on
quality indicators in the Quality and Outcomes
Framework. The negotiated contract included a
clause that ‘[a] system of exception reporting will
be put in place to ensure that practices providing
a quality service will not lose out on quality pay-
ments through factors outside their control’ and
that this scheme ‘will be measured within a high
trust system developed to strike a balance be-
tween monitoring and demonstrating that stan-
dards have been achieved’.11 Gravelle et al.12 have
subsequently shown that there is evidence of
gaming, as practices attempt to increase their rev-
enue by artificially inflating the number of
patients they ‘exception report’ as unsuitable for
inclusion in the assessment of the quality of their
services.

The 10% rule is still likely to have been exceeded
by the average full-time consultant if we allow for
the fact that pay increases under the new contract
could be backdated to April 2003 (which means
that the data in our study may include NHS
income earned under the new contract). For con-
sultants who did not backdate their pay the ratio of
private income to NHS income reported here is the
value under the old contract. For consultants who
did backdate their pay the increase is included in
the ratio of private income to NHS income. Since
only NHS pay increases were backdated this sug-
gests that NHS income would be lower if back-
dated pay was not included and hence the ratio of
private income to NHS income would be higher
under the old contract.

We also found in our study that total, NHS and
private incomes vary by age group, contractual
status, specialty and SHA of place of work. Con-
sultants employed on maximum part-time con-
tracts earn significantly higher private and total
incomes and significantly lower NHS incomes
than those employed on full-time contracts. Pre-
vious research suggests that consultant surgeons
employed on maximum part-time contracts have
significantly higher NHS activity rates than those
employed on full-time contracts.13 This implies
that maximum part-timers undertake significantly
more NHS activity than full-timers for signifi-
cantly less NHS pay. It also implies that while their
private income is greater than that of full-timers,
maximum part-timers who undertake private
activity do not appear to do so at the expense of
NHS activity.

The figures for NHS income include distinction
awards. Evidence for 2002 suggested that consult-
ants in psychiatry, obstetrics and gynaecology,

anaesthetics, radiology and pathology were less
likely to receive distinction awards than other con-
sultants.14 Ranking the specialties in Table 3 by
NHS income reveals that this does not appear to
have reduced the group mean NHS income earned
by these consultants.

We acknowledge a number of limitations with
our study. First, the analysis is derived from indi-
vidual tax records of schedule E and schedule D
incomes. A potential weakness is that private
income is measured using schedule D income, and
this may include self-employed income that is
unrelated to medical service. This might include,
for example, income from medicolegal work or
research for the private sector. Important strengths
of the data are that it covers over 90% of consult-
ants working in the NHS in England in 2003/4 and
that while tax data are self reported, unlike other
self reported income data, reporting is required
under law; failure to report accurately is an
offence, and tax returns can be audited. These fac-
tors mean that the earnings figures used in this
study are unlikely to be compromised by measure-
ment error, which is a common problem with other
earnings data.15

Second, while it contains rich data on consult-
ants’ income, the dataset has only a limited
number of explanatory variables. Additional vari-
ables that might also affect income include gender
(in 2003 25% of consultants were female), country
of qualification (35% qualified outside the UK) and
ethnic group (47% were from non-white ethnic
groups).5,6 These have been shown to affect con-
sultants’ earnings in previous studies.16

We found a positive association between mean
private income and waiting lists across special-
ties, which is driven by a small number of
specialties. However, the scatterplots of waiting
lists against private income only provide a
measure of the association between these two
variables; causality cannot be inferred. It may be
the case that private income has a positive impact
on waiting lists because private practice is under-
taken at the expense of NHS work, or because
consultants have pecuniary incentives to keep
NHS waiting times high to maintain demand for
their private sector work. On the other hand cau-
sality may run in the opposite direction, as the
existence of NHS waiting lists may encourage
patients to buy private health care. We recom-
mend that further research is undertaken to
investigate the relationship between consultants’
private practice and waiting lists.

This study is based on anonymized HMRC data
for the financial year 2003/4, which was the last
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year before the new consultant contract was intro-
duced. Our results provide a baseline to assess the
impact of the new contract on the incomes of con-
sultants in England. We recommend that, in the
interests of transparency and accountability, data-
sets on income such as the one used in our study
should, with appropriate safeguards, be made
available for future use by researchers.
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Appendix 1

Computing conditional mean income

For each of the three types of income (total income, NHS income, private income) we ran the following
individual level regression model using OLS:

Yi = �0 + �1Ai + �2Ci + �3Si + �4Ri + ei [1]

where Y is income, A is age group, C is contractual status, S is specialty, R is SHA of place of NHS
employment, e is an error term, i indexes individual consultants and the �’s are coefficients.

All of the independent variables in the regression models are categorical variables. We calculated the
conditional mean income in each category by fixing the values of the other variables in the model at their
sample means and then computing the linear prediction of income. For example, suppose there are three
age groups: 0, 1 and 2. Equation [1] can be rewritten as:

Yi = �0 + �1
1Ai

1 + �1
2Ai

2 + �2Ci + �3Si + �4Ri + ei [2]

where the superscripts denote age group and A0 is the omitted age category. The conditional mean
income in each age group is thus:

Ȳ0 = �̂0 + �̂2C̄ + �̂3S̄ + �̂4R̄ [3]

Ȳ1 = �̂0 + �̂1
1 + �̂2C̄ + �̂3S̄ + �̂4R̄ [4]

Ȳ2 = �̂0 + �̂1
2 + �̂2C̄ + �̂3S̄ + �̂4R̄ [5]

where the same fixed values of C, S and R are used for each age group.
This gives the mean income in each age group conditional on the other variables in the model. We

used a similar procedure for the other variables, and for each type of income. For every category we then
computed the ratio of private income to NHS income. Note that the conditional incomes are estimated as
group means using the regression models, and therefore the ratio we report is the ratio of conditional
mean private income in each group to conditional mean NHS income in each group; it is not the mean of
the individual level ratios for each consultant.

The data tables for this article are available in full with the online version.
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